The authors' reply:
The two explanations that Jawad gives for the clinical manifestations in the case of scleroderma that we reported recently are unlikely for the following reasons:
(1) Our patient had a small cortical haemorrhagic infarct in the right parieto-occipital region on computed tomography. Pial territory infarcts such as this are highly suggestive of embolism", and are unlikely to be due to an episode of severe hypertension. Our patient presented with an acute confusional state which can be produced by an infarct in the right posterior parietal regions. On the other hand, severe systemic haemorrhage gives rise to infarction in a watershed distribution, and cerebral blindness and visual disorientation are the commonest clinical features", neither of which was present in our patient.
(2)Our patient had the sudden onset of an ischaemic blue great toe, a presentation that is characteristic of embolism to the foot 4 • Gangrene of the digits is associated with severe monoclonal rather than mixed cryoglobulinaemia and tends to be symmetrical". Cryoglobulinaemia is thus unlikely to have caused gangrene of the great toe in our patient.
(3)The hypertension seen on admission resolved in a few days, and in conjunction with a trace (+) of both blood and protein in the urine could fit with an embolus to the kidney. The urea and electrolytes were consistently normal. These findings are against significant renal involvement.
Whilst the murmur in our patient may have been accentuated by anaemia, significant cardiac murmurs have been described in Libman-Sacks endocarditis", The presence of at least two peripheral embolic lesions in our patient is highly suggestive of a cardiac source of embolism. Non-infective vegetation does occur in scleroderma 7 and has been associated with embolism at autopsy". It is therefore likely that our patient developed a rare and poorly recognized complication of scleroderma heart disease. The General Infirmary at Leeds I read the letter by Fink (November 1989 JRSM, p 695) with incredulity. If one reads his quoted references there is, in fact, very little scientific support for his contention that wholesale removal of normal foreskins is indicated as an AIDS prevention measure. One wonders whether he might go even further and advocate female circumcision as exactly the same arguments would apply as those which he uses to advocate male circumcision. Fink accuses his opponents of a 'high-risk ostrich position'. I will avoid the obvious comment that a human in the ostrich position might indeed be at a high-risk of spreading HIV but instead suggest that the EMU position might be a more appropriate one (Eschew Mutilation Universally).
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